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Objectives: In this study, we evaluated the prognostic implication of mild left
ventricular diastolic dysfunction on outcome after isolated coronary bypass surgery.
Methods: Data of 650 patients undergoing isolated coronary bypass surgery was
collected between January 2009 and August 2011. Diastolic dysfunction was classi-
ﬁed as mild (grade 1, impaired relaxation), moderate (grade 2, decreased compliance)
and severe (grade 3-4, restrictive pattern) depending on mitral inﬂow wave, tissue
doppler imaging, and pulmonary vein ﬂow wave. Patients with baseline rhythm other
than sinus, moderate or severe valvular dysfunction, moderate or severe diastolic
dysfunction and left ventricle ejection fraction lower than 50% were excluded. A total
of 472 patients were identiﬁed within the database fulﬁlling the eligibility criteria for
this analysis and stratiﬁed according to the echocardiographic ﬁndings as follows:
group 1, patients with normal diastolic function (n¼168) and group 2, patients with
mild diastolic dysfunction (impaired relaxation) (n¼304). These groups were
compared for perioperative morbidity and mortality.
Results: The preoperative variables were comparable between groups. The outcome
parameters of group 1 was similar when compared to group 2 in means of; need for
inotropic support (20.2% vs. 16.2%; p>0.05), intra-aortic balloon pump usage (0% vs
1.4%; p>0.05), mechanical ventilation time (hours) (8.940.96 vs 10.0 0.89;
p>0.05), reintubation rate (1.8% vs 1.4%; p>0.05), intensive care unit stay time
(hours) (24.11.4 vs 26.21.9; p>0.05), postoperative renal failure rate (0% vs 0.3%;
p>0.05), postoperative atrial ﬁbrillation rate (10.1% vs 11.2%; p>0.05), length of
hospital stay (days) (7.19 0.45 vs 6.57  0.14; p>0.05), hospital readmission rate
(3.1% vs. 3.1%; p>0.05), and mortality (0% vs 1.6%; p>0.05).
Conclusions: The results from this study indicate that mild left ventricular diastolic
dysfunction is not associated with adverse outcome after coronary bypass surgery,
thus should not be considered as a preoperative risk factor.
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Background: Vasodilator stress echocardiography is a non-invasive tool which
allows a detailed evaluation of coronary ﬂow reserve integrated with myocardial wall
motion analysis. In the present study we aimed to evaluate the value of velocity vector
imaging (VVI) –based strain imaging, combined with dipyridamole stress echocar-
diography for assessment of left internal mammarian artery (LIMA) graft patency in
patients who underwent robotic-assisted coronary artery bypass graft (CABG)
surgery.
Methods:We studied 40 patients (age 59.259.61 years, 58% male) who had robotic-
assisted CABG surgery for LIMA-left anterior descending (LAD) artery and sched-
uled for coronary angiography. VVI-based strain echocardiography combined with
dipyridamole stress echocardiography was performed. Left ventricular (LV)
myocardial motion was evaluated using global strain and strain rate measurements.
Additionally, Doppler evaluation of ﬂow reserve of each LIMA graft were assessed.
Results: Echocardiographic ﬁndings were compared with angiographic data. Among
40 patients only 7 had graft stenosis, based on angiography. We observed fair
agreement between VVI combined stress echocardiography results and identiﬁcation
of 50%-100% LIMA stenosis. Impairment in LV global strain and strain rate values at
peak dose dipyridamole predicted LIMA graft patency (p¼0.02 for strain and
p¼0.0001 for strain rate). The average coronary ﬂow reserve (CFR) value of all the
LIMA grafts was 1.280.55. The agreement between CFR value and graft patency did
not reach statistical signiﬁcance (p¼0.307).
Conclusions: An integrated assessment of LV wall motion and ﬂow reserve of LIMA
graft in patients who underwent robotic-assisted CABG surgery is an accurate
approach for identifying graft stenosis. This combined technique provides a useful
tool for the non-invasive determination of LIMA graft patency, after CABG operation.C52 JACC VCardiac Imaging
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Objective: Presence and degree of right ventricular dysfunction (RVD) are important
factors that determine the poor outcomes in patients with acute PE. Echocardiography
is considered as the best tool for diagnosing of RVD. There are numerous publications
pointing to the relationship between RVD and computed tomography (CT) axial
measurements and indices of pulmonary artery (PA) obstructions. Nevertheless, the
most of these studies are retrospective, include a limited number of cases, and, have
conﬂicting results. It is still unclear whether axial measurements or obstruction indices
should be used, as well as their ideal cut-off values. In this study, we aimed to assess
the value of cardiac CT parameters and PA obstruction scores (OS) in determining the
echocardiographic RVD in low-intermediate risk PE patients.
Materials-Methods: A total of 120 patients with low-intermediate risk acute PE
conﬁrmed by contrast-enhanced multi-detector CT were included in the study. Right
ventricle/left ventricle (RV/LV) ratio; PA axial diameter; superior vena cava (SVC)
axial diameter; and Ghanima, Miller, Qanadli and Mastora obstruction scores were
obtained by CT. RV functions were assessed by echocardiography in all patients
within 24 hours of diagnosis. The patients were divided into two groups as with and
without RVD.
Results: The demographic and clinical characteristics of patients with and without
RVD were comparable (Table 1.). The RV/LV ratio, SVC axial diameter, PA axial
diameter, and Miller, Qanadli, and Mastora scores were signiﬁcantly higher in
patients with RVD than without RVD (Table 1.). Qanadli and Miller scores were
signiﬁcantly correlated with the RV/LV ratio (r¼0.42, p<0.001 and r¼0.40,
p<0.001, respectively). It was also observed that there were signiﬁcant correlations
between the different obstruction scores (r¼0.56-0.89, p<0.0001). It was found that
RV/LV ratio [OR:6.36 (2.02-279.46 95%CI), p¼0.01] and PA axial diameter
[OR:5.02 (1.02-1.26 95%CI), p¼0.03] were independent predictors of
echocardiographic RVD in multivariate logistic regression analysis. For indicating
RVD in ROC analysis, a cut-off value for RV/LV ratio of greater than 1.08 had
81.43% sensitivity, 52.08% speciﬁcity, 71.3 PPV, and 65.8 NPV for prediction of
RVD (Figure1.). Ghanima (criterion>2.0) was the most sensitive (89.66%)
obstruction score; however, the ROC curve was not signiﬁcant (p¼0.66). ROC
curves of other scores, including Miller, Mastora and Qanadli, were found to be
signiﬁcant (p<0.05) (Figure2.). Of these three scores, the most sensitive and
speciﬁc scores for RVD were Mastora (70.69%) and Miller (73.68%), respectively.
Conclusion: Tomographic axial diameters are more valuable than obstruction scores
for predicting RVD in patients with PE. In addition to the complex and time-
consuming nature of OS, OS failed to predict RVD. Echocardiography remains the
gold standard in the diagnosis of RVD.ol 62/18/Suppl C j October 26–29, 2013 j TSC Abstracts/ORALS
